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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD recertification survey.

Survey Dates:  September 28, 29, and 30, 2015

Facility #:  010644

CCN #:  152605

Medicaid Vendor #:  20088170

Survey Census:

In-Center:  41

Total:  41

Sample:

RR:  5

Total:  5

Ball Dialysis at Forest Ridge is in compliance with 

the Conditions for Coverage 42 CFR Part 494 for 

End-Stage Renal Disease Facilities.
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